Perineal rectosigmoidectomy (PR) as definitive treatment for chronic rectal prolapse has a long history going back to a single case in 1882 (Auffret, France [1] ) and the first published series in 1889 (Mikulicz, Germany [2] ). Miles at St. Mark's Hospital of London popularized the procedure and reported excellent results with a 3 % recurrence rate in 1933 [3] . However, Hughes [4] and Porter [5] at the same institution were not able to reproduce these results in the decades that followed (1940s-1970s) and recurrence rates of rectal prolapse rose dramatically to 50-60 % as PR fell out of favor and abdominal operations came into vogue.
In the past decade, excellent outcomes reported in many countries (Japan, Brazil, Germany, Italy and the USA) spanning several continents have forced a re-evaluation and resurgence of PR as a viable treatment option, especially for the typical patient population of elderly women [6] [7] [8] [9] . Given the recent low rates of recurrence following PR of the past few decades, some centers have even suggested PR for all patients suffering from rectal prolapse, regardless of age [6, 9] .
Ram et al. [10] present the results of their version of PR using a semicircular stapling device which they refer to as perineal stapled prolapse resection (PSPR), originally described by Scherer et al. [11] . Ram et al. report a short operating time (25-45 min) and hospital length of stay (3-5 days); however, they note a very high rate of recurrence (29 %) which occurred in an alarmingly brief period of time (1, 2, 4 and 6 months into the postoperative period). All of these patients subsequently had their recurrent rectal prolapse corrected by an Altemeier Procedure which combines PR with narrowing of the often stretched and gaping levator hiatus (from the chronic prolapsing rectum) using interrupted absorbable sutures (levatorplasty).
In a retrospective review of my own series of 103 patients who underwent an Altemeier Procedure over the decade of the 2000s (zero recurrence over a mean followup period of 43 months), 12 of these patients presented with recurrent rectal prolapse following various abdominal and perineal operations including four patients who previously had an Altemeier Procedure performed elsewhere. I obtained the operative reports of two of these four patients. These two operations had been performed by colorectal surgeons trained at the same prestigious US-based colorectal surgery residency training program, and they both had[20 years of clinical experience. I discovered from the reports dictated by their general surgery residents that the ''(pouch) of Douglas was entered at one point, and this was (immediately) closed with 2-0 vicryl suture'' in one case, and in the other case, ''the peritoneum was exposed and carefully pushed back cephalad using spongesticks. The peritoneum was not entered.'' These details of these failed operations confirmed that failure to properly perform the Altemeier Procedure was the reason for recurrence of the rectal prolapse, not the operation itself. The peritoneal cavity should be breached early in the dissection in order to fully mobilize the rectum allowing for a more complete rectosigmoid resection resulting in a lower rate of recurrence. Ram et al. acknowledge in their introduction that ''to excise a larger amount of prolapsed rectal tissue'' is the goal of their ''novel technique.'' However, PSPR does not allow for proper exposure and complete dissection of the rectum which ultimately is counterproductive to performance of a recurrence-free PR or Altemeier Procedure. Tschuor et al. [12] essentially agree with this conclusion and note that their 44 % recurrence rate with PSPR is ''higher for the PSP resection (PSPR) than for the other perineal procedures the reason must be… the technique itself.'' The group that originated PSPR, Scherer et al. [11] admit that ''The length of resected large bowel by conventional Altemeier is probably greater than with the PSP because the opening of the peritoneal sac eases pulling down the sigmoid and descending colon'' resulting in ''the resection of a shorter segment of bowel'' when performing PSPR explaining the very high and rapid recurrence of rectal prolapse. Furthermore, PSPR does not allow access for levatorplasty which defines the Altemeier Procedure and separates it from mere amputation of the rectum (PR). Some authors note that levatorplasty is easily performed during PR and results in low rates of recurrence with a beneficial effect on postoperative fecal continence [9, 13] .
It should be emphasized that Ram et al. [10] ultimately chose the Altemeier Procedure to salvage their 4 patients with rapid recurrence of rectal prolapse following PSPR (29 % recurrence rate). This should prompt the obvious question-why not recommend the Altemeier Procedure as an initial operation rather than this ''novel technique'' (PSPR) which comes at a much higher cost per operation (''1,600 US Dollars'' according to Ram et al. [10] , ''$1,850 (US)'' according to Scherer et al. [11] ) with no discernable improvement in morbidity, mortality or hospital length of stay? Moreover, given the recent low rates of recurrent rectal prolapse combined with the low morbidity/mortality and total avoidance of sexual dysfunction in men versus abdominal operations for rectal prolapse, why not recommend the Altemeier Procedure for all patients, regardless of age [6, 9] ?
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